ABSTRACT: Objective: Although behavioral parenting programs are effective at treating child behavioral problems, a significant number of parents experiencing these problems do not receive help, and briefer, more cost-effective parenting interventions are lacking. This study aimed to evaluate the efficacy of a brief parenting discussion group. Method: Sixty-seven parents were randomly assigned to either an intervention or waitlist control condition. Parents in the intervention condition took part in a 2-hour discussion group in which they were taught positive parenting strategies to prevent and manage their child's disobedience, and they received 2 follow-up telephone calls after the discussion group. Results: Results showed that after intervention, there were reductions in child behavior problems and use of dysfunctional parenting and improvements in parental self-efficacy and the parenting experience for parents. These effects were maintained at 6-month follow-up. Conclusion: The results are promising because they show that a brief intervention can be minimally sufficient to improve child and parent outcomes for parents experiencing high levels of child behavior problems.
aggression, and noncompliance, are the most common problems in young children for which parents seek psychiatric treatment, 1 affecting between 4% and 27%. 2 In addition to these more severe problems, a significant number of parents experience frequent occurrences of mild behavior problems, such as noncompliance and disobedience. 3 A certain level of opposition or noncompliance in early childhood is normative and considered necessary for children to develop important components of early competence, such as autonomy and assertiveness. 4 However, when a parent perceives disobedience to be problematic in its frequency, intensity, and duration it needs to be addressed to prevent future problems. 5 Behavioral problems identified in the preschool years are likely to persist at both primary school age 6, 7 and adolescence 8, 9 and place children at a greater risk of later negative outcomes such as low educational and occupational attainment, internalizing and externalizing psychiatric disorders and antisocial and criminal behavior. [9] [10] [11] Consequently, researchers have advocated for offering prevention and treatment programs at toddler and preschool age. 12, 13 The quality of parenting in infancy and childhood is associated with child behavior problems. 14, 15 Positive and consistent high quality parenting has been associated with successful child development and few behavior problems. 16 Parents whose discipline is warm, noncoercive, positive, and sensitive are likely to elicit willing compliance from their children. 17, 18 Conversely, children of parents who use harsh, inconsistent discipline practices that involve coercive interactions between parent and child are likely to develop behavior problems. 14, 19, 20 Furthermore, strong and persistent noncompliance can be indicative of poor parent-child relationships, 21 and securely attached children are more likely to comply with parents' requests, as they are motivated to cooperate. 22 Child attachment difficulties have been related to behavior problems in some studies. 23, 24 Behavioral parenting programs are the most empirically supported intervention for preventing and treating child behavior problems. [25] [26] [27] Such programs focus on the impact of parenting on the onset and maintenance of behavior problems 27 and are based on social learning models of parent-child interaction that emphasize the importance of both the parents and child in contributing to interactions and also identify learning processes that contribute to the development and maintenance of coercive parent-child interactions. 14 They have demonstrated significant reductions in early child behavior problems, 28, 29 with these effects being maintained over time. 30 -32 Programs have also been effective in improving a number of parental outcomes including reducing dysfunctional parenting styles, increasing parental self-efficacy, and decreasing parental stress. 33, 34 However, a significant number of parents experiencing child behavior problems do not access behavioral parenting programs. 26, 35 Researchers have hypothesized that this may be due to limited program accessibility as most programs offer a standard intensive, individual intervention that lasts between 8 and 24 weeks. 12, 26 This limited option for treatment intensity and duration and the associated costs, both financial and time, are likely to be a barrier for some parents.
A population health perspective needs to be taken to address these barriers to participation, to increase participation rates, and subsequently reduce the prevalence rates of child behavior problems. 36, 37 Such an approach requires the provision of brief targeted support for parents with low to moderate levels of need as a means of preventing the development of more significant problems. 38 Some studies have examined the efficacy of brief parenting interventions, and the results have indicated that brief (3-4 sessions) individual approaches 39 as well as small and large group seminars 40, 41 and small group discussion format for difficulties with shopping 42 are effective at increasing positive parenting, parental self-efficacy and satisfaction, and improving child behavior as well as reducing dysfunctional parenting behavior, parental anxiety, and stress. Although there is emerging evidence for brief interventions, most have focused on a broad range of problems or specific settings rather than specific parenting concerns, and none have evaluated the impact of a brief intervention on a specific behavior problem that occurs across settings, such as disobedience.
One example of a comprehensive public health approach is the Triple P-Positive Parenting Program. Triple P is a parenting and family support system based on social learning principles. The program aims to prevent severe behavioral, emotional, and developmental problems in children by enhancing the knowledge, skills, and confidence of parents. It incorporates 5 levels of intervention on a tiered continuum of increasing strength. The different intensity of interventions is indicated on the basis of the severity of the child's behavior problems. To date, the efficacy and effectiveness of Triple P interventions delivered as individual face-to-face, group, or self-directed programs of different intensity have been demonstrated in numerous studies. 38 However, there is a need for more studies examining the effect of brief interventions that could be delivered by a variety of service providers in primary care contexts.
This article examines the efficacy of a new brief parent discussion group format for the provision of parenting advice based on the Triple P model of intervention, in the context of managing child disobedience. The key objectives of the brief discussion group format include the following: increase parents' skills in promoting social, emotional, and behavioral competence in children; reduce parents' use of coercive and punitive methods of discipline; improve communication about parenting; and reduce parental stress associated with raising children.
AIMS AND HYPOTHESES OF THIS STUDY
This study aimed to address a gap in the literature by evaluating the efficacy of a brief parenting intervention for parents who were concerned about their child's disobedience. It was predicted that compared with a waitlist control group, at post intervention parents in the intervention condition would report: (1) a significantly lower frequency and fewer numbers of child behavior problems; (2) significantly less use of dysfunctional parenting styles, including laxness, overreactivity, and verbosity; (3) significantly greater parental self-efficacy; (4) significant improvements in perceived attachment of the parent-child relationship; and (5) significant improvements in their parenting experience.
METHOD

Participants
Participants were 66 mothers and 1 father of children aged 2 to 5 years who resided in the Brisbane metropolitan area. The children in the sample consisted of 37 (55.2%) boys and 30 (44.8%) girls and had a mean age of 3.63 years (SD ϭ 0.92). The majority of children in the study were white (95.5%) and lived in an original family with parents married or in a de facto relationship (91.0%). Demographic data were collected on both partners. Mothers' mean age was 36.30 years (SD ϭ 4.51), whereas fathers' mean age was 39.67 years (SDϭ 6.73). Approximately half of the parents had completed a university degree, with 15.4% of mothers and 22% of fathers having completed only high school education or less. Seventy-three percent of mothers and 97% of fathers worked in paid employment. Most parents indicated that they had enough money left over after their expenses to purchase some (45.5%) or most of the things (40.9%) they wanted; however, 7 parents (10.6%) had not been able to meet their household expenses at some stage in the previous 12 months. 
Recruitment
Emails advertising the study were sent to primary schools, kindergartens, child care centers, and medical centers in the Brisbane metropolitan area. The study was advertised in the Playgroup Queensland e-newsletter and The University of Queensland staff e-newsletter and on online discussion forums. A total of 103 parents expressed interest in the study, and 83 of them remained interested after being informed of the study's requirements and participant rights. The main reasons given by parents for disinterest included lack of time and the study not suiting their needs. Seventy-four parents met the requirements of the study and gave informed consent to participate. The main reasons for noneligibility for the study included the following: family was currently seeing a psychologist; their child did not meet the age criteria; or the family did not live in the Brisbane metropolitan area. Sixty-seven of the 74 parents who received the preintervention questionnaire completed it and were randomly allocated to intervention [33] or wait list control [34] . The reasons given for noncompletion were lack of time, enrolment in a different parenting program, and dissatisfaction with the questionnaire.
Measures
A Family Background Questionnaire was used to assess demographic characteristics of participating families, including child and parent age and gender, family structure, marital status, parental education level and employment details, and financial status.
Child behavior was assessed using the Eyberg Child Behavior Inventory (ECBI), 43 a 36-item measure of parental perceptions of disruptive behavior in children aged between 2 and 16 years. It consists of a measure of the frequency of disruptive behaviors (Intensity) rated on a 7-point scale, ranging from never (1) to always (7) and a measure of the number of behaviors that are a problem for parents (Problem), using a yes-no format. In this study, internal consistency was good for both the scales (␣ ϭ 0.91 and 0.86, respectively). The inventory also has good test-retest reliability (r ϭ .86) and has been found to be a sensitive measure of change. Children are classified as being in the clinical range on the basis of a score of Ն131 on the Intensity subscale and a score of Ն15 on the Problem subscale. The Parenting Scale (PS) 44 is a 30-item questionnaire measuring 3 dysfunctional discipline styles: laxness (permissive discipline), overreactivity (authoritarian discipline, displays of anger), and verbosity (overly long reprimands or reliance on talking). Each item has a more effective and a less effective anchor, and parents indicate on a 7-point scale, which end better represents their behavior. In this study, internal consistency was good for each subscale and the total score (␣ ϭ 0.83, 0.85, 0.59, and 0.84, respectively). The scale also has good testretest reliability for the total score and each subscale (r ϭ .84, .83, .82, .79, respectively) and has been found to distinguish between clinical and nonclinical populations. Parents are classified as being in the clinical range on the basis of a total score higher than 3.14. Clinical cutoffs for the Laxness, Overreactivity, and Verbosity scales are 3.14, 3.04, and 4.04, respectively.
The Parenting Tasks Checklist (PTC) 45 is a 28-item tool used to assess task-specific self-efficacy. For each item, parents are asked to indicate on a scale of 0 (Certain I can't do it) to 100 (Certain I can do it) how confident they feel in managing each child behavior. The PTC consists of 2 subscales, Behavioral and Setting SelfEfficacy both with excellent internal consistency (␣ ϭ 0.93 and 0.88, respectively) in this sample.
The attachment subscale of the Parenting Relationship Questionnaire (PRQ:P) 46 was used to examine cognitive, behavioral, and affective elements of the parentchild relationship, which indicate perceived attachment. The subscale includes 11 items that parents rate their agreement to on a 4-point scale (never ϭ 0 to almost always ϭ 3). Information from standardization suggests that the scale has good test-retest reliability, and internal consistency was good for this study (␣ ϭ 0.90).
Nine questions from the Parenting Experience Survey 47 were used to measure parents' experience in their parenting role, how supported they feel as a parent in general and from their partner, the level of parental agreement over discipline, and parents' level of happiness in their relationship with their partner. Single parents were only asked the first 6 questions, which were unrelated to having a partner. The questions are rated on a 5-point scale with varying anchors. The first 5 questions assess participants' parenting experience, in particular how stressful, rewarding, demanding, fulfilling, and depressing parents found their parenting experience. Internal consistency for these items in this study was high (␣ ϭ 0.81); therefore, the items were summed to make a total score for parenting experience. Three questions address relationship support, conflict and satisfaction, and the internal consistency for these items was adequate (␣ ϭ 0.70); therefore the items were summed to make a total score for partner support.
After the intervention, parents completed a Client Satisfaction Questionnaire, 48 which addresses the quality of the service provided; how well the program met the parent's needs and decreased the child's problem behaviors; and whether the parent would recommend the program to others. Scores range from 13 to 91, with higher scores indicating greater satisfaction with the program.
Two questions were developed for this study and were used to measure parents' perceptions of behavior change. The first, "Has your child's behavior improved in the past 6 weeks?" was used to determine whether parents felt their child's behavior had changed, and it used a forced response format (yes, no, unsure). The second question, "If yes, what do you most strongly attribute this change to?" was used to gauge whether parents believed that they were responsible for this behavior change. The format of this question was also forced choice, with the options including "something internal in my child," "something that I have been doing," "I/we have been lucky that the behavior has just gone away," "family circumstances," and "other."
Procedure
Ethical clearance for the study was obtained in accordance with the ethical review processes of the University of Queensland and the National Health and Medical Research Council guidelines. Written informed consent was obtained from all participating families. Families were randomly assigned after initial assessment to 1 of 2 conditions (intervention or wait-list). Randomization was implemented using a list of computer-generated random numbers, and families were assigned sequentially to condition. Families were assessed at pre-and postintervention, and the intervention condition parents were also followed up 6-months later.
Intervention
The intervention was a 2-hour discussion group on child noncompliance that had an average of 6 families per group (mean ϭ 6.75, SD ϭ 2.05). The discussion group was facilitated by 1 of 3 psychologists. The group was interactive and discussion based, and a PowerPoint presentation, with embedded-video clips, was used to aid the facilitator. The key points covered in the discussion group included reasons for disobedience, parenting traps, encouraging good behavior, and managing disobedience. Each session was tailored to the attending parents; therefore, different examples of strategy implementation were used. Parents received a workbook that included the content covered in the discussion group. The intervention also included 2 brief telephone consultations for each family in the 2 weeks after discussion group participation. The telephone consultations were used to help parents tailor the strategies to their family situation and to maximize the potential gains from the program.
Protocol Adherence
Each practitioner delivering Triple P receives training using a nationally coordinated system of training and accreditation, designed to promote program use and program fidelity. Practitioners deliver Triple P according to a standardized manual and follow treatment delivery protocols. Each practitioner completed protocol adherence checklists for each session conducted, which were reviewed and coded for adherence. All content was covered in each intervention session, and there was a 100% rate of agreement across sessions for the facilitators and a second rater.
Statistical Analyses
Preliminary analyses were conducted to check for deviations from statistical assumptions. Because most of the outcome measures are continuous scale scores, short-term intervention effects were analyzed by a series of repeated-measures multivariate analysis of variances (MANOVAs). The main dependent variables for these analyses included parent-reported child behavior (ECBI) and attachment (PRQ:P); parenting style and confidence (PS, PTC); and parent relationship and adjustment (Parenting Experience Survey). The level of significance for these analyses was established by using a familywisemodified Bonferroni correction in which a p value of .05 is divided by the number of measures in the group of measures. Follow-up effects were analyzed using repeated-measures MANOVAs and intent-to-treat analyses. Treatment outcome were measured via the typical method of including only completers of treatment, thus excluding those who drop out of the trial before the postintervention or follow-up assessment phases. The second, more conservative method of measuring treatment efficacy is to include all participants who were randomized at the commencement of the trial. 49 In using the intent-to-treat analyses, dropouts were contacted at the postintervention and follow-up phases (where possible) and assessed according to the protocol established for the project. If this was not possible, then a participant's preintervention scores were used as their postintervention scores. The impact of the interventions was assessed using reliable change indices, to test whether statistically significant intervention effects are clinically meaningful. 50 
RESULTS
No between-group differences were found on preliminary analysis, on either the demographic or the outcome variables, indicating that the randomization process resulted in 2 groups that were not significantly different before intervention. There were minimal missing data, and analyses were conducted with pairwise exclusion of missing data.
Attrition
Overall, a high retention rate at postintervention was accomplished, with 55 of the original 67 (82.1.3%) parents completing postassessment. Of the 12 parents who did not complete the postassessment, 6 were from each condition. Parents who did not complete the postassessment were compared with those who completed the study, and no significant differences were found on any of the dependent measures. However, there were significant differences on 2 of the demographic variables. Single parents were less likely to complete postassessment than 2-parent families, 2 (1, N ϭ 67) ϭ 11.56, p ϭ .003, as were parents who had completed trade or college education, 2 (1, N ϭ 67) ϭ 9.96, p ϭ .007, and those who had not been able to meet their essential expenses at some time in the past 12 months, 2 (1, N ϭ 66) ϭ 7.99, p ϭ .005. Twenty-six of the original 34 parents (76.5%) in the intervention condition participated in the follow-up assessment.
Short-Term Intervention Effects
Child Behavior There was a significant multivariate effect, using Wilk's criterion, of condition F 3,47 ϭ 3.61, p ϭ .020 and time F 3,47 ϭ 4.55, p ϭ .007 on ECBI Intensity, ECBI Problem and PRQ:P as well as a significant time by condition interaction, F 3,47 ϭ 3.30, p ϭ .028, indicating a significant intervention effect. The pre-and postintervention means and SDs, along with univariate time by condition interaction effects, significance levels, and effect sizes are displayed in Table 2 . Parents in the intervention condition reported a lower frequency and number of child behavior problems at postintervention compared with parents in the control condition but no Table 3 . The results indicate that parents in the intervention condition were significantly less likely to use dysfunctional parenting styles at postintervention, compared with parents in the control condition. Furthermore, parents in the intervention condition felt more confident in relation to managing specific behaviors, but not managing behavior in different settings, compared with parents in the control group.
Parenting Experience and Support
No significant multivariate effect, using Wilk's criterion, was found for condition F 3,42 ϭ 2.63, p ϭ .063, but both the time F 3,42 ϭ 2.95, p Ͻ .043 and interaction effects F 3,42 ϭ 5.57, p ϭ .003 were significant. The preand postintervention means and SDs, along with univariate time by condition interaction effects, significance levels, and effect sizes, are displayed in Table 3 . Postintervention, parents in the intervention condition reported an improved relationship with their partner but did not differ in the parenting experience, compared with parents in the control group.
Attribution of Child Behavior Improvement
Chi-square analyses were conducted to compare the proportion of parents in each condition who reported that their child's behavior had improved at postintervention and the attribution given for behavior change by parents in the intervention condition. Significant differences were found between conditions on behavior improvement, 2 (1, N ϭ 54) ϭ 8.08, p ϭ .018, indicating that significantly more parents in the intervention condition reported that their child's behavior had improved, compared with parents in the control condition. Significant differences were also found between conditions on behavior attribution,
2
(1, N ϭ 34) ϭ 15.97, p Ͻ .001, indicating that significantly more parents in the intervention condition attributed their child's behavior improvement to their parenting, rather than another factor, compared with parents in the control condition.
Reliability and Clinical Significance of Change
The reliable change index 50 was calculated to determine whether a statistically reliable change had occurred on the ECBI Intensity, ECBI Problem, and PS Total scores from pre-to postintervention. Table 4 displays the number and percentage of participants in each condition who showed a positive or negative reliable change. Significant differences were found between the conditions on the ECBI and PS scores. The percentages of parents scoring in the clinical range at pre-and postintervention on ECBI and PS are also reported in Table 4 and illustrate considerable movement out of the clinical range for the intervention condition.
Intent-to-Treat Analyses
Intent-to-treat analyses were conducted to determine whether results for the dependent measures would show the same pattern when data for drop-outs were included in the analyses. Intervention effects were calculated for the whole sample, using the last-observationcarried-forward method for missing data. 49 Results revealed that all effects remained significant.
Client Satisfaction
Results from the Client Satisfaction Questionnaire revealed that parents in the intervention condition reported high overall levels of satisfaction with the program (mean ϭ 71.28, SD ϭ 9.19). The majority of parents rated the quality of the service as at least "good" (96.2%), and most parents were at least "satisfied" (88.5%) with the program. Eighty percent of the parents reported that "most" or "almost all" of their child's needs and their own needs had been met by the program. Eleven percent of the parents felt that "only a few" of their needs had been met.
Long-Term Intervention Effects
Long-term intervention effects were assessed using repeated-measures MANOVAs, comparing preintervention to follow-up effects only for the intervention group across child behavior and parenting variables, followed by univariate ANOVAs. There was a significant multivariate time effect for child behavior, F 2,23 ϭ 25.28, p Ͻ .001, with univariate effects significant for both ECBI Intensity and Problem, as shown in Table 5 . There was also a significant multivariate time effect for parenting style and confidence, F 5,19 ϭ 12.37, p Ͻ .001, with univariate effects significant for laxness, verbosity, overreactivity, setting efficacy, and behavior efficacy. The results indicate a maintenance effect over the 6-month period for child behavior, parenting style, and confidence. Similarly, there was a significant multivariate time effect for parenting experience, social support, and partner support, F (3, 20) 
DISCUSSION
This study aimed to address a gap in the literature by evaluating the efficacy of a brief parenting intervention for parents who were concerned about their young child's disobedience. There were significant short-term intervention effects in terms of parent-reported child behavior problems, parenting style, parenting confidence in managing behavior, parenting experience, and social and partner support, with effect sizes ranging high for child behavior outcomes, moderate to high for par- enting outcomes, and low to moderate for parenting support. Improvements were both statistically significant and clinically reliable and were confirmed by intentto-treat analyses. There were no effects on perceived attachment or on setting efficacy; however, the preintervention means for both these outcome variables were well within the normal range, indicating a ceiling effect. Overall, the findings support those of other brief behavioral parenting programs that resulted in significant decreases in child behavior problems 39, 40, 42 and improvements in parenting style. 39 -42 Furthermore, although recruitment was focused on parents with mild problem behaviors, the sample reported a high level of problem behaviors, and the brief intervention was still effective. This provides support for a minimally sufficient approach to parenting support, indicating that even parents experiencing moderate to high levels of child behavior problems that are related to a specific concern, i.e., disobedience can benefit from a brief intervention, and more intensive interventions are not always needed. 51, 52 Brief interventions may be a more cost-effective way of delivering parenting advice to a large number of parents simultaneously. The dissemination of brief programs with demonstrated efficacy, such as the disobedience discussion group, would reduce the amount of time spent by practitioners while producing reductions in dysfunctional parenting in a greater number of parents. In addition, it would free up practitioner time to treat parents with more intensive needs and increase the impact at a population level.
Although parents in the intervention condition reported greater behavioral self-efficacy at postassessment, no effects were found for setting self-efficacy. This is contrary to prior research that found that a brief behavioral parenting program focused on shopping increased both behavioral and setting self-efficacy. 42 The lack of findings in this study may be because the intervention did not specifically target managing behavior across settings. Although the intervention thoroughly addressed noncompliance, it may benefit from more explicit examples about how to generalize the skills. However, high levels of setting efficacy were observed at preintervention, 45 indicating a ceiling effect on parenting confidence related to settings versus behaviors. Parental selfefficacy is an important element of parenting, relating to the parents' confidence in their ability to manage the day-to-day tasks of parenting. 53 Clearly, parents in this sample felt high confidence in managing their child's behavior in different settings, such as going shopping, but lower confidence in managing specific behaviors, such as their child refusing to do as they are asked.
There were also no significant findings on attachment, which is likely to be due to a ceiling effect, as the preintervention means for both the intervention and control groups were near the top of the scale. 46 This is similar to another study that failed to find a significant decrease in aversive parent-child interactions (as an indicator of attachment) due to low levels of aversive interaction at preassessment. 39 Given these results, it is unclear whether a brief intervention is able to improve perceived parent-child attachment or whether a measurement issue is more likely. In addition, although attachment difficulties have sometimes been related to behavior problems, 23, 24 the high levels of attachment at preintervention suggest that not all parents of children with behavior problems experience attachment difficulties and that attachment may not be required as target variable in interventions focused on problem behavior.
This study filled a gap in the literature by evaluating a brief parenting program, targeting a specific behavior problem (disobedience) that can occur across a range of settings. Study strengths include a larger sample size than in previous studies 39, 42 and a fully randomized design with longitudinal follow-up. A limitation was the use of self-report data and a lack of independent assessment. It is possible that parents were reporting an expected change rather than actual change in their child's behavior. However, previous research has shown that ECBI scores generally correlate highly with observed child behavior. 43 In addition, the differential drop out of participants with low socioeconomic status is also a concern. Although these parents participated in the intervention, they were less likely to complete postintervention assessment. Although not a limitation of the study per se, it limits generality and indicates the need for future research around how to support higher risk families to complete all aspects of a parenting group. Finally, it was not ethically possible to deny intervention to the wait-list condition, and it would be helpful if future studies could examine long-term follow-up effects in no treatment conditions.
Further research should examine effects of brief interventions for parents with differing levels of child behavior problems and different social backgrounds, ideally including a longer-term follow-up to assess the prevention effects of the intervention and observational measures of child behavior to ensure greater accuracy of measured outcomes.
